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MOutbreak of Zika Virus in Micronesia
Several reports on ProMED-mail during the last month or so have provided updates of the situation concerning Zika virus in Micronesia. In
summary, the outbreak of this mosquito-borne flavivirus on the island of Yap in the Federated States of Micronesia probably started in April
2007 and peaked in late May (ProMED-mail archive number 20070713.2252). On 22 June 2007, blood specimens collected by the Yap Department
of Health Services and tested at CDC Atlanta by PCR showed the likely cause to be Zika virus. By 20 July there were 63 confirmed cases (by PCR
and IgM analysis) and 73 probable cases on Yap (ProMED-mail archive number 20070721.2337). The true extent of the outbreak is unknown,
becausemany patients did not present to healthcare services due to themild nature of the symptoms. No patients required hospital admission,
and no deaths were reported. Geographically, cases occurred all over the island. In addition there were a further two probable cases of Zika
virus reported in neighboring Guam, in individuals who had recently traveled to Yap.
Symptoms of Zika infection are generally mild and usually last for 4—7 days. The definition of a probable case of Zika virus infection that was
used in Yap was ‘two out of the three following signs or symptoms, in a resident or visitor to Yap State, with onset since 15 March 2007’. The
signs or symptoms were maculopapular rash involving the trunk and extremities that may be pruritic; conjunctivitis; and joint pain that can
affect both large joint and the smaller joints of the hands and feet. Less common symptoms noted in the Yap outbreak included fever, retro-
orbital eye pain, headache, myalgia, lower extremity edema, lymphadenopathy, and diarrhea.
Zika virus shares many similarities with dengue virus, but Zika generally causes milder symptoms. Of note, rapid tests used in Yap for Dengue
have given false positive results on patients with Zika virus. In addition, Chikungunya virus sharesmany epidemiological, clinical and geographic
features with Zika. As all of these are mosquito spread, similar control measures are valuable. Ongoing activities by the Yap Department of
Health Services include public awareness campaigns, continuation of prospective surveillance and a community survey to assess environmental
risk factors, mosquito vectors and island-wide infection rates ((ProMED-mail archive number 20070706.2157).
Zika virus was first identified in 1947 in rhesus monkey serum in Uganda, and the virus was named after the forest in Uganda where it was first
isolated. It has since been isolated from humans, non-human primates in Africa and mosquitoes. There was a small outbreak of acute fever due
to Zika virus in humans in Indonesia in 1978. Other outbreaks have been reported from elsewhere in Africa (Uganda and Nigeria) and South East
Asia (Malaysia and Indonesia). Zika is not thought to have any long term health effects in people.
As pointed out by one of the ProMED editors, (ProMED-mail archive number 20070713.2252), this is another example of unexpected appearance
of a pathogen in a seemingly unlikely place. It underscores the need for good laboratory support, to make the specific diagnosis, and distinguish
between several viruses with similar clinical syndromes. One suggestion is that Zika virus infections elsewhere have been previously
misdiagnosed as classical dengue fever or chikungunya virus infections.E
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Uganda’s Ministry of Health has dispatched an emergency response team to Kitaka in Kamwenge district, some 250 km (approximately
155 miles) west of Kampala, where two cases of Marburg hemorrhagic fever have occurred. Both cases, one of which was fatal, occurred in gold
miners in a mine in the Kakasi Forest Reserve in Kamwenge district. According to the World Health Organization Disease Outbreak News of
3 August 2007, the fatal case was in a 29-year-oldman who became symptomatic on 4 July 2007, was hospitalized on 7 July, and died on 24 July.
Marburg virus infection was confirmed by laboratory testing on 30 July. He had likely acquired the disease as a result of prolonged close contact
with a 21-year-old co-worker with a similar illness to whom he had been providing care. The 21-year-old developed symptoms on 27 June 2007E-mail address: fiona.cooke@imperial.ac.uk (F.J.Cooke), dan@promedmail.org (D.S.Shapiro)
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380 ProMED updateand was hospitalized with a hemorrhagic illness. He then recovered and was discharged on 9 July. Marburg virus is closely related to Ebola virus
and, like Ebola virus, causes hemorrhagic fever that is associated with a high mortality rate.
‘‘Samples we sent to Atlanta US have confirmed Marburg disease,’’ according to the director general of health services, Dr Sam Zaramba.
Reportedly the confirmation of Marburg virus infection in the 2 miners was performed by the United States Center for Disease Control and
Prevention (CDC) laboratories in Atlanta, Georgia.
As noted by the ProMED-mail moderator (ProMED-mail archive number 20070801.2490) the date of death of one of the cases has been reported
as 14 July 2007. The criterion usually applied for declaring an outbreak over is for 2 incubation periods to have passedwithout the occurrence of
new cases. However, caution should be exerted until results of follow-up on contacts are known. In prior outbreak of viral hemorrhagic fevers
(VHFs) in Africa, the occurrence of cases led to panic, and contacts frequently left the area defined to them as at risk, often having had
exposure, and returned to their distant villages while still incubating the infection. Secondary cases then occurred in these villages on the part
of family members that cared for the cases, and where fatalities occurred, among those individuals who prepared the bodies for burial. Both
the care of ill individuals and the preparation of bodies of the deceased for burial involve close contact with infected bodily fluids. In addition,
when these individuals have been ill, they often sought assistance from local health facilities that were often poorly equipped to permit use of
universal precautions, and these local health facilities become locales in which there was nosocomial transmission of the virus, further
amplifying the outbreak.
